Amongst factors associated with BMS are various drugs, notably antiretrovirals, anticonvulsants, hormones and particularly antihypertensives that act upon the angiotensin-renin system 3 such as captopril.
A 52-year-old female patient presented with BMS-like symptoms affecting all her oral mucosae (whereas BMS more usually affects the tongue, and sometimes the lips and palate) but no xerostomia, and was adamant that the problem was related to her use for acid refl ux of omeprazole, a proton pump inhibitor commonly used to manage peptic ulceration or gastro-oesophageal refl ux. Unfortunately, change to a different agent of the same class (lansoprazole) though resulting in resolution of the burning mouth sensation, caused her to develop a rash.
Omeprazole is essentially a prescription-only medicine in the UK but a pack of 28 tablets can be purchased OTC. It is recognised to sometimes cause dry mouth 4 -and dryness can sometimes underlie BMS -and the British National Formulary also includes as possible adverse oral effects, taste changes and 'stomatitis'. Whether the latter term could cover symptoms such as noted by the present patient is unclear but internet sites also mention burning mouth as a possible reaction to omeprazole. It would be interesting to learn of any other possible cases that might support or refute the strength of this association but, in any event, it highlights the need to consider the full drug history in relation to oral health issues.
C Thus it is not surprising that a recent well conducted study in Colorado has found that in 30 children undergoing formocresol pulpotomies formaldehyde was undetectable in the circulation above baseline plasma concentration and that cresol was undetectable.
The IARC Monograph found that there was evidence for the carcinogenicity of formaldehyde in persons chronically exposed in such industries as bakelite manufacture. The cancers were in areas directly exposed to the formaldehyde such as the nasopharynx and the lungs where chronic damage over a number of years took place. The evidence for cancers at distal sites was much less convincing which is not surprising in view of the rapid metabolism of formaldehyde as noted above. Although some workers have proposed an increased risk of leukaemia the evidence is not at all convincing and exposure to formaldehyde has not been shown to damage bone marrow presumably because it is metabolised before reaching it. I am aware of two existing relics in England attributed to St Apollonia, one in the Victoria and Albert Museum and the other at the Anglican Shrine at Walsingham. In both cases, unlike the Croatian one, the relic is a small fragment of tooth or bone. There was also a relic in the chapel at St Michael's Mount, Cornwall said to be from St Apollonia. That relic is no longer there.
The authors make much of the fact that it could be St Apollonia's tooth as it comes from a young person. However, there is considerable doubt as to the age of the saint when she was martyred. Although she is generally depicted as a young woman many versions of her history describe her as an aged virgin.
There are some 56 representations of St Apollonia in British churches, mainly in stained glass or painted on rood screens. All but one of these is described by Beal 2 but there is another one on a rood screen at Hennock, Devon which I found subsequent to preparing that list.
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MAGNIFIED JOY
Sir, I can only be fully supportive of any recent discussion 1 and research 2 involving photography and dentistry but I would just like to add to the discussion and draw attention to the benefi ts of providing this through the use of an operating microscope. Although microscopes were introduced not too long ago for use in endodontic treatment, the joy of using magnifi cation and illumination in this way extends to many aspects of dentistry. With experience and practice an operating microscope can be used routinely for much of the time in assessment, treatment and communication in general practice. Once a camera is set up to look through the microscope the image of what is seen through the microscope can be recorded consistently and hygienically at any stage of diagnosis, treatment and advice.
I use a miniDV camcorder that also takes excellent single 'photoshots'. My nurse uses a 'bagged' remote control to operate the camera. It is minimal interruption to our work pattern. Screens run from the same camera display 'real time' presentations of procedures for the benefi t of support staff, colleagues and not least the patient if they would also like to watch. We can also video record at the same time.
Microscope dentistry takes commitment but it is achievable. Successful, ergonomic and routine application is very dependent on good nursing support, training and the selection of appropriate equipment and instrumentation. The logic of working this way, as in all surgical disciplines that have adopted magnifi cation and illumination, is unbeatable. If you can see or see better you can do better. With the added benefi t of applying photography and video 'on tap' it is a truly complete and satisfying way to work. 
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